Background: Adherence to highly active antiretroviral therapy (HAART) has been proven to be the only effective treatment for HIV/AIDS worldwide. Good adherence to HAART might require good family support. Objective: To determine the family dynamics and social support of people living with HIV/AIDS (PLWHA) and its roles on HAART adherence at an ARV treatment clinic in Osogbo, Nigeria Method: Descriptive cross-sectional study. Consenting PLWHA on HAART were interviewed using pre-tested semistructured questionnaire incorporating Perceived Social Support-Family Scale and Family APGAR. HAART adherence was measured using patient self report. Results: A total of 379 PLWHA were interviewed. Their mean age was 40.8 (SD=9.9) years. Most (60.7%) were females. More than half (55.7%) were currently married and the majority (72.1%) had secondary education and were Yoruba (86.3%). Most respondents (95.5%) were adherent to HAART. Over 90% were satisfied with support received from their family while 82.3% were treated like other family members. Most attributed their HAART adherence to the care and support received from their family. Conclusion: Most PLWHA had good social support and were adherent to HAART.
Introduction
Globally, the pandemic of HIV/AIDS has continued to pose serious health and socio-economic challenges. 1 By the end of 2010, about 33.3 million persons were estimated to be infected with HIV globally. Of these, 22.5 million were in sub-Saharan Africa, and about 2.98 million in Nigeria. 2, 3 Thus, Nigeria has the second highest number of people living with HIV/AIDS (PLWHA) in Africa after South Africa. 1, 2 The World Health Organization characterized the family as the primary social agent in the promotion of health and well being 4. The family is the natural and fundamental unit of society. Most people are born into a family, live much of their lives within a family, and consider it to be a high priority in their value system. A healthy lifestyle is usually developed, maintained, or changed within the family context. 5, 6 Multi-drug resistance usually arises from suboptimal HIV treatment adherence. 7, 8 Hence PLWHA on highly active antiretroviral therapy (HAART) should have at least 95% adherence rate to prevent drug resistance. 8, 9 HIV/AIDS is a highly stigmatizing disease with PLWHA experiencing rejection even by their families; however with availability of treatment, HIV/AIDS is now a chronic manageable illness in our society. [10] [11] [12] A study on medication adherence to antiretroviral therapy among PLWHA in Nepal reported that people living in extended families were more likely to be non-adherent to therapy compared to people in nuclear families. 13 Also, money and the need to attend social functions such as marriage, funerals or festivals had been reported by patients for missing an appointment partially or completely. Therefore financial and socio-cultural barriers emerged as themes for missing hospital appointment. Also, patients had shared that they did not want to take their tablets in front of anyone including family members because of fear of stigmatization, indicating that socio-cultural barriers affected ART adherence 13, 14 . Hitherto, there have been very few studies on family influence on adherence to antiretroviral drugs at the study site since inception of the antiretroviral programme. Hence the need for this study which determined the influence of family dynamics on adherence to antiretroviral therapy among adult PLWHA in Osogbo, Nigeria. 
Methods

Study site
Sample size calculation
The required sample size of 327 was calculated using a formula for estimating the minimum sample size in descriptive health studies [n=Z 2 pq/d 2 ] 13 and finding from a previous study 14 where 54% were reported. The minimum sample size was increased by 10% to take care of incomplete/non response and refusals.
Sampling method
Participants were serially recruited into the study over a 6 month period. Inclusion criteria were consenting PLWHA on antiretroviral therapy for at least three months while very ill PLWHA and those who were unable to provide information were excluded.
Data collection and analysis
Data were collected using a pre-tested, semistructured, interviewer-administered questionnaire that has socio-demographic data, family characteristics, perception of family support using Perceived Social Support Family Scale and perception of family functioning using Family APGAR Scales.
The Perceived Social Support-Family Scale (PSS-Fa) PSS-Fa is a 20-item validated measure of family support. Subject answered "yes", "no" or "don't know" to questions on their feelings and experiences with their family. Each response that leads to family support was scored 1 while response indicating lack of family support was scored 0. Summated scores were used to arrive at a family support score for each subject, with a possible score range of 0 to 20 points. Higher scores indicated higher level of perceived family support with scores equal to or greater than 11 taken as strong family support, scores 7 to 10 taken as weak family support while scores equal or less than 6 taken as no family support). The Perceived Social Support -Family Scale has been found to have good reliability and validity. The original Perceived Social Support Scale has an alpha coefficient of 0.90 indicating that the scale has excellent internal consistency. The alpha for the PSSFa ranged from 0.88 to 0.91. 15 Family APGAR is acronyms for adaptability, partnership, growth, affection and resolve. It is a 5 item validated measure of family functioning with subject answered "hardly ever", "sometimes" or "almost always" based on their frequency of feeling satisfied. "Hardly ever" received a score of 0, "sometimes" a score of 1 and "almost always" a score of 2. The total score range from 0 to 10 with higher scores indicated higher degree of satisfaction with family functioning. Score of less than 6 was taken as family dysfunction while 6 to 10 was normal family function. The Family APGAR has good reliability and validity. The Cronbach's alpha values reported across studies using Family APGAR have ranged from .80 to .85, and item-to-total correlations ranged from .50 to .65 16, 17 .
No of pills taken A score of 95% and above represented good adherence and less than 95% was rated poor adherence. 7, 8 Quantitative data were analyzed using SPSS for Windows software version 14. Descriptive and chisquare statistical tests were employed. A probability value less than 0.05 was accepted as being statistically significant.
Ethical Clearance
Ethical clearance was obtained from the Research and Ethics Committee of Ladoke Akintola University Teaching hospital, Osogbo. Informed written consent was obtained from each participant before the interview.
Results
A total of 379 PLWHA were interviewed. Their mean age was 40.8 years (SD=9.9, range 20-70). There were 149 (39.3%) males and 230 (60.7%) females. Majority were married (55.7%) while 22.1% were divorced. Most completed secondary education (72.1%) and were Yoruba (86.3%). Most respondents (95.5%) were adherent to HAART. Table 1 showed the relationship between sociodemographic characteristics and HAART adherence of respondents. There was no significant relationship between sociodemographic characteristics and adherence to HAART (p>0.05). Mean score for the family APGAR was 7.82(SD=2.31) while for the PSS-Fa was 10.37(SD=2.42). Most respondents were cared for by their spouse (53.3%) and parents (29.6%) (figure 1). About 93% were satisfied with care received from their family while 82.3% were treated like other family members (table 2) . Majority (99%) of adherent PLWHA had normal family APGAR score compared with 1% non adherent PLWHA (p=0.023) while 97% of adherent PLWHA had strong perceived social support compared with 3% non-adherent PLWHA (p=0.001) (table 3). 18 in another study among PLWHA in Ife-Ijesa zone of Osun state reported 44%. These studies employed similar method, that is patient self report, with this study as well as Olowookere et al (2008) 10 including pharmacy pick up in estimating adherence rates. Various adherence studies had reported different reason for non-adherence to HAART. For example, Weiser et al in 2003 19 reported that the principal barriers to HAART adherence included financial constraints (44%), stigma (15%), travel/migration (10%), and side effects (9%) while Olowookere et al (2008) 10 reported forgetfulness (55.6%) and side effects (35.2%) as major reasons for non-adherence to HAART. However none of these studies looked at influence of family support on HAART adherence.
This present study showed that family support contributed to the respondent's high drug adherence. This emphasized the importance of involving the family in the care of these patients. Family caregivers are major stakeholders in patient management especially in chronic diseases such as HIV/AIDS and when carried along by the patients and health care workers will enhance patient adherence to drug therapy as reported in this study.
Several studies had shown the importance of the family in providing support for patient's care. [20] [21] [22] The good adherence rate may also be explained by the following factors. Firstly, the clients on antiretroviral therapy at Lautech Teaching Hospital, Osogbo in partnership with Institute of Human Virology, Nigeria access their drugs and laboratory investigations free. Another factor that might have contributed to the relatively high adherence rate among respondents is the nature and quality of support received from the care institution. On-going adherence and psycho-social counseling services were offered to PLWHA on antiretroviral therapy. This study showed that the relatively high adherence rate could be attributed to high moral and psychological support received from family care givers. Infact, most patients were satisfied with care received from their family members. However, some patients reported lack of care and neglect from their family caregivers. This they cited was responsible for their poor drug adherence which resulted from stigma and discrimination they suffered from their family caregivers. Globally, stigma and discrimination are major obstacles leading to reduced treatmentseeking behavior and effective HIV/AIDS prevention and care, especially in sub-Saharan Africa. 9, [23] [24] [25] [26] Studies showed that patients often missed their doses as a result of fear of being identified as HIV-positive and being on antiretroviral medications for the rest of their lives. 24, 25 As a result, strategies to address the problem of stigma should be important and necessary components of all adherence Figure 1 : Characteristics of family caregivers of PLWHA at LAUTECH teaching hospital, Osogbo, Nigeria counseling interventions. 22, 26 This further emphasized the need to educate family caregivers about mode of transmission of HIV/AIDS and how to care for their relatives who live with HIV/AIDS instead of stigmatizing and neglecting them. 23, 24 PLWHA need love and care from their family members, not stigma and neglect. 26 This paper highlights the importance of family caregivers in improving their HIV positive relative's adherence to antiretroviral therapy while providing necessary HIV/AIDS care to them. The family caregiver while serving as a nonpaid treatment partner could motivate these PLWHA to live positively and enhance their adherence rates. A well informed family caregiver on HIV/AIDS care will not stigmatize or discriminate against their HIV positive relatives. Therefore, findings in this study could be used by policy makers to encourage PLWHA to have treatment partners who could be targeted for HIV care and support training including drug adherence training which will improve their quality of life and adherence rates.
Major limitations of this study included that being a cross-sectional study it is difficult to establish cause-effect relationship while self report as a measurement of adherence relied on patient remembering having taken the drug though pharmacy pickup was equally used to cross-check. Despite assurances on purpose of the study, some respondents may have given socially accepted answers to some sensitive questions.
Conclusion
PLWHA with good social support were adherent to HAART. There is need to educate and train family caregivers on stigma reduction and how to care and support their HIV positive relatives. Competing interest: None declared
